Dr J M Gumpel asked whether there were any pathognomonic features of SLE in this interesting case, such as butterfly rash, nephritis or typical blotchy vasculitis. In the elderly, rheumatoid arthritis could sometimes present as a systemic disease, the arthritic manifestations being minimal or only developing later. Such cases were often seronegative for rheumatoid factor. The presence of LE cells and antinuclear factor were not specific for SLE, and could occur in some 20% ofpatients with rheumatoid arthritis.
Dr Arnold Bloom said the diagnosis here did not depend on the finding of LE cells alone. The patient had a positive antinuclear factor test with clinical features of pleurisy, pericarditis, arthralgia and a fever which had responded to steroids. Despite her great age, which after all was the reason for showing the case, he felt the diagnosis was well supported by these findings.
Traumatic Arteriovenous Fistula Susan M TarloI mB (for F Dudley Hart FRCP) (Westminster Hospital, London SWI) Mr C M, aged 70 History: 1918: Wounded in France by a bullet which damaged his brachial plexus and caused an arteriovenous fistula between the left subclavian artery and vein. He was given physiotherapy with almost complete recovery of function of the left arm. 1946: Became short of breath on exertion following an attack of pleurisy. 1961: Developed atrial fibrillation followed by a myocardial infarction and left ventricular failure, responding well to digoxin and diuretics. 1964: He had another episode of left ventricular failure which responded well to increased diuretics. January 1970: Readmitted to hospital. On examination: Signs of an arteriovenous fistula: a palpable thrill and loud machinery murmur, maximum over the exit site of the bullet; dilated pulsating veins over the left chest and arm; an increased diameter of the left arm compared with the right arm; collapsing pulses except in the left arm where the pulse volume was small; there was a blood pressure difference, 100/55 in the left arm and 140/70 in the other limbs. He also had atrial fibrillation, cardiomegaly, congestive cardiac failure and signs of tricuspid incompetence which were absent on previous admissions. He was able to lie flat without discomfort; the jugular venous pressure was raised on both sides of the neck with large systolic pulsation and an enlarged pulsatile liver.
The patient's symptoms and signs responded well to an increase in digoxin and diuretics.
Comment
Surgical treatment has been considered many times. The main indication is the patient's increasing heart failure. He also has ischTmic heart disease and the increased blood flow from the fistula adds an extra load to his heart. Modern safe anesthetics and advanced surgical techniques have reduced the risks of operation in recent years.
However, the patient is now 70 years old and is a widower. His ischbmic heart disease makes him a worse anesthetic risk and his large collateral circulation would give rise to operative difficulties. The patient has refused operation, probably because this would lead to loss of status; he has been attending MRCP and other examinations for many years and enjoys his position of having a traumatic arteriovenous fistula managed successfully, conservatively, for 52 years.
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